In a patient with the Wolff-ParkinsonWhite syndrome, Ebstein's anomaly of the tricuspid valve, a right atrial Chiari net and a patent foramen ovale two unusual complications developed after surgical epicardial dissection combined with cryoablation of the anomalous pathway.
Case report A 19 year old man was examined in 1981 because of Wolff-Parkinson-White syndrome and circus movement tachycardia. Echocardiography showed Ebstein's anomaly of the tricuspid valve. The septal leaflet was attached 3 cm apical to the attachment of the mitral valve, so that the ratio of the atrialised part of the right ventricle to the ventricular part of right ventricle was 1:1. Echocardiography also showed an aneurysm of the interatrial septum, indicating patency of the foramen ovale. A Chiari network was clearly present in the right atrium. An electrophysiological study proved the presence of a right lateral accessory atrioventricular connection. In January 1989 poorly controlled tachycardia prompted epicardial dissection combined with cryoablation of his accessory connection without the use of extracorporal circulation. Postoperatively the patient had significant systemic arterial undersaturation, believed to be caused by central shunting.
A transoesophageal echocardiogram showed a freely moving flap valve of the foramen ovale and contrast echocardiography showed right to left shunting. The right lateral part of the right atrium above the annulus fibrosis appeared completely akinetic for almost 3 cm. The shunting was thought to be mainly the result of a change in pressure gradient between right and left atrium. Rightsided catheterisation was performed during mechanical ventilation. The mean right atrial pressure was 14 mm Hg and mean left atrial pressure was 7 mm Hg.
The oxygen saturations were as follows: superior vena cava 51 %, inferior vena cava 53%, right atrium 50%, pulmonary artery 53%, pulmonary veins 98%, left atrium 47-95% depending upon the sampling site, and left ventricle and aorta 85%. These values indicated considerable right to left shunting in a patient whose general condition was deteriorating. The patient was operated on and the atrial defect was closed successfully. Recovery was uneventful and an echocardiographic investigation one week after the second operation showed no signs of shunting or other additional abnormalities. At routine follow up six months later echocardiography showed a large partially mobile tumour in the right atrium. Because this tumour seemed to be connected to the Chiari network a venous thrombus entrapped in the Chiari network was diagnosed (figs 1 and 2). After three weeks treatment with intravenous heparin the tumour did not decrease in size. Indium-III labelling of platelets did not show any activity in the right atrium and venous system, suggesting absence of active thrombus formation. Reoperation was performed and the thrombus was removed together with the Chiari network. The postoperative course was uneventful and the patient is currently symptom free. prevented pulmonary embolism.
Echocardiographically detected right-sided heart thrombi are uncommon. The 'reported mortality associated with these echocardiographically detected thrombi is 29-100%.7 Most thrombi visualised in the right heart are parts of a larger thrombus that is still partly "fixed" in the inferior vena cava. We know of no other descriptions of thrombi entrapped in the Chiari network. Two case reports, however, describe paradoxical embolisation and pulmonary emboli in patients with Ebstein's anomaly.89 In one the thrombus was detected echocardiographically before death.9 Survival mainly depends on the prevention of pulmonary emboli. The 
